I
n June the Royal College of Paediatrics and Child Health (RCPCH) published a suite of resources developed through the Situation Awareness for Everyone (SAFE) programme. Led by the RCPH, this was a 2-year project held in conjunction with 28 hospitals including Great Ormond Street Hospital for children. The resulting resource pack (RCPH, 2016a )is primarily designed to offer children's units ways of enhancing their collective missions of protecting sick children from potential harms perpetrated by unrecognised clinical deterioration, among others. The SAFE resource pack has the primary aims of improving communication, building a safety-based culture and delivering better outcomes for children and young people, especially those in hospital.
Background
As recently discussed (Glasper, 2016) the National Institute for Health and Care Excellence (NICE) has published a guideline on recognition, diagnosis and early management of sepsis (NICE, 2016) . This guideline (NG51), which included specific advice for monitoring sepsis in sick children, came about after a series of highly publicised failures in the NHS to spot deteriorating children who were actually suffering from fatal undiagnosed sepsis (Glasper, 2016) It is important to stress that the use of early warning tools such as the Paediatric Early Warning Score (PEWS) or the Newborn Early Keeping sick children in hospital SAFE from harm Emeritus Professor Alan Glasper, from the University of Southampton, discusses the quest by the Royal College of Paediatrics and Child Health to improve safety and reduce preventable deaths in UK paediatric units.
Warning Score (NEWS) have helped improve the earlier identification by health professionals of the deteriorating sick child. In particular the use of newborn early warning assessment tools has been shown to be helpful in delivering enhanced care to babies at potential risk of deterioration and the use of paediatric care bundles or algorithms such as Sepsis Six have been shown to improve patient outcomes (Daniels et al, 2011) .
Despite this, the RCPCH believes that more robust systems are needed to prevent unnecessary child morbidities and mortalities from preventable sequelae. It estimates that up to 2000 deaths occur each year when compared to the best-performing countries in Western Europe. This equates to around five child deaths a day and it is little wonder that the RCPCH aspires to give healthcare staff access to the correct tools and techniques which can, if used properly, save the lives of children who might otherwise unnecessarily deteriorate (RCPH, 2016b) .
Parents fear for the lives of their children and have done so since the dawn of time. Even in recent times hospital-acquired infections such as MRSA have likewise caused fear of contagion among the families of sick children in hospital. Dr Charles West has been attributed with the development of Great Ormond Street Hospital's mission statement: 'The child, first and always' still the mantra behind medical innovations in children's healthcare today (Festini and Glasper, 2016 
Recognising deterioration
The RCPCH has shown that one of the prime elements in tackling the rates of avoidable deaths in sick children is a failure to recognise and fully respond to signs of deterioration To ensure that staff more fully recognise deterioration and therefore respond in a timely and effective way, the RCPCH recommends the use of Paediatric Early Warning Scores/Systems (PEWS). Such scoring systems aggregate scores from a range of observations, and the higher the score the earlier an intervention is needed. Thus an early intervention may prevent further deterioration and the need to escalate a child's care either to a high-dependency or paediatric intensive care unit (RCPH, 2016d) Additionally the RCPCH recommends the use of the RECALL tool (Rapid Evaluation of Cardio-respiratory Arrests with Lessons for Learning), which was developed at Great Ormond Street Hospital for children to facilitate real-time analysis of deterioration by asking a number of key questions after a child deteriorate. Runnacles et al (2013) developed and used the RECALL tool to develop a culture of learning, which has subsequently helped the clinical teams to more appropriately respond to the need for recognition and escalation in critically ill children
The huddle
Huddling is at the heart of the SAFE programme and the 'huddle' is the specific intervention that coordinates the primary aspects of the situation awareness (RCPH, 2016d) . Huddling is the vehicle that delivers the prime mission of ensuring that all information about a patient is shared effectively, especially that which pertains to the identification of the sickest patients as well as those who staff and parents are concerned about. Huddle membership should include all members of the multidisciplinary team who might have insight into the particular needs of a sick child. In my capacity as a specialist advisor for the Care Quality Commission I have sat in on and observed how huddles operate in practice and I have seen how huddle members such as a play specialist can make a real contribution to the safety discussions. As the core intervention of the SAFE initiative, the huddle proactively facilitates the complete sharing of all pertinent information about each child by all who have a vested interest in the welfare of these children.
Conclusion
There is no doubt that the SAFE initiative instigated by the RCPCH is going to save lives and it should be embraced by all health professionals who provide care for sick children. However, the care that sick children receive in hospital is only ever as good as the hardworking members of the team who deliver that care. Worryingly a survey of paediatricians carried out between January and March 2016 by the RCPCH has shown that the concerns of those responsible for organising safe paediatric services for children in hospital about safe staffing levels are fully justified and that acute service provision for children remains under considerable strain across the UK (RCPH, 2016e). BJN
